An analysis is made of 100 patients with suspected pelvic or abdominal venous obstruction investigated in the X-ray Department of St Mary's Hospital. The predominance of left-sided pelvic venous disease and female sex incidence is noted.
In the past few years increasing numbers of patients have been referred in many centres for pelvic phlebography. This reflects an increased awareness of the importance of lesions of the pelvic veins in the assessment of lower limb cedema and venous engorgement. In particular it has been encouraged by the belief that compression of the left common iliac vein by the right common iliac artery may be associated with venous thrombosis. Numerous papers on this socalled iliac compression syndrome have appeared in the last few years, particularly following the report by Calnan et al. (1964) when it was suggested that this condition may be responsible for some cases of so-called 'lympheedema prwcox'. A further series has been reported by Cockett & Lea Thomas (1965) and Lea Thomas et al. (1967) have commented on the pattern of venous collateral vessels in iliac vein occlusion. Technique: In this hospital the examination in each case has consisted of percutaneous puncture of the femoral vein using a Seldinger Sutton needle. Four films are obtained in rapid succession using a Garrow box with 25 ml Hypaque 65% injected by hand. Intra-osseous phlebography has been advocated by some workers, but we have always felt this technique to be considerably more dangerous and can see no advantage in it when the safer technique described above is so easy to perform.
27

Discussion
The ratio of left : right involvement in this series is approximately 6: 1 and of the left-sided cases there is a female/male ratio of approximately 3: 1.
When left femoral phlebography is performed a translucent area is often, though not invariably, seen in the left common iliac vein at the point where this vessel is crossed by the right common iliac artery. There may be some dispute as to the significance of this defect but we accept that it is a normal finding in the absence of associated collateral vessel filling.
Deep vein thrombosis in the pelvis, in common with thrombosis in the deep veins more peripherally in the lower limbs, may arise apparently without a predisposing cause, especially in the elderly, but is more frequently seen following operation, pregnancy or prolonged bed rest. As with deep vein thrombosis elsewhere, pulmonary embolism is always a possible complication and a number of our patients have sustained emboli at some stage.
Three main patterns of abnormality may be seen in the left pelvic veins: (l) What we regard as the common appearances of iliac artery compression.
(2) Evidence of partial recanalization following a past thrombosis with associated collateral vessel filling. (3) Total obstruction to the left femoral or iliac veins, with blood flow entirely dependent on collateral venous channels.
A fourth lesion which may be seen, much less frequently, is a localized area of stenosis. Similar lesions may occur, though less commonly, in the right-sided pelvic veins (with the exception, for obvious anatomical reasons, of the first).
Where a total occlusion, or partial recanalization of the left femoral or iliac veins, has occurred, it is clear that no frank correlation in radiological terms with a preceding iliac artery compression can be established. However, in common with previous reports, this series shows a predominance of left-sided femoral or iliac venous occlu-Proc. roy. Soc. Med. Volume 63 May 1970 20 sive disease and of female patients. The increased frequency of left lower limb oedema also appears to be substantiated in clinical practice. As operative confirmation of the 'iliac compression syndrome' has been achieved at a number of centres, it is tempting to ascribe this predominance to artery/vein compression. Certainly no better explanation can be offered at present for the increased frequency of left-sided lower limb venous edema.
Despite the rather discouraging results of surgical treatment, we believe that it is important to establish the state of the pelvic veins in cases where abnormalities here may co-exist with varicose veins more peripherally. We also feel that pelvic phlebography is of value in the investigation of deep vein thrombosis in recurrent pulmonary embolism, and in the assessment of the common problem of lower limb aedema. These have been of value in defining the factors affecting the survival of such shunts and in the management of poorly functioning cannulm. During insertion of the shunt, it is important to avoid buckling the vessel with consequent misalignment of the cannula, which predisposes to recurrent clotting episodes. Damage to the vessel wall by the cannula tip or by overtight sutures securing it may be factors in the development of pseudo-aneurysms.
Role of Radiology in
Clotting is the commonest cause of shunt failure and thrombus is demonstrated angiographically as an intraluminal filling defect. Successful clearance of thrombus with restoration of function has been shown angiographically after instillation of streptokinase. When recannulation is necessary, angiographic study has proved of value in choosing a site for insertion into a healthy vessel above the obstruction. Acknowledgments: I am grateful to Dr J R Dathan and Dr J M A Thompson for help in preparing this paper. Ureteric dilatation is a common finding on excretion urography (IVP) in women of child-bearing age and it is often considered to be normal or the residue of past pregnancy changes. Fig 1 illustrates the type of dilatation under discussion, Fig IA  showing severe changes, Fig lB the much more common minor dilatation. The distribution is the same as that in pregnancy, more marked on the right and involving the ureter only above the pelvic brim. We gained the impression that such dilatation was particularly frequent in women with a history of urinary tract infection.
To investigate this we have studied women coming for routine IVP with a view to establishing whether there is a relation between pregnancy, infection and ureteric dilatation. We now report the results of this study from which we conclude that infection occurring during pregnancy produces a persistence of the normal ureteric dilatation of pregnancy and that this dilatation may be of considerable significance as regards the incidence of recurrent infections and problems with management.
Methods
Women coming for IVP were questioned about symptoms of infection past or present, as judged by frequency and dysuria with or without loin pain, number and dates of previous pregnancies and infection during the pregnancies. The time since the last pregnancy varied from 7 months to 35 years (mean 13 years). Patients with a history suggesting urinary tract obstruction were excluded, as were those with an anatomical or gross pathological abnormality of the urinary tract.
The IVP technique consisted of overnight fluid restriction and the administration of sodium lothalamate (Conray 420) in a dose containing 0O100-105 g iodine/lb, corresponding to about 40 ml for a patient weighing 10 st (63 kg). A film of the renal areas was taken five minutes after injection. Following this, ureteric compression was applied and a further film of the renal areas taken five minutes later. When these films were seen to be satisfactory, a full length film was obtained immediately after compression was released.
In our preliminary studies (Fry & Spiro 1968 ) we assessed ureteric dilatation by eye, but we have since found this method imprecise and have therefore measured the ureters in this study. On the five-minute film before compression, the widest diameter of the ureter within 6 cm of the pelvi-ureteric junction was measured; in the tenminute and full length films, the widest diameter
